The suicide death of a coworker is considered a psychiatric emergency for nurse managers and coworkers left to process the feelings associated with this type of grief. The occupational health nurse can assist nurse managers and coworkers in the grieving process. It is critical for the occupational health nurse to understand the psychological, social, and emotional implications for coworkers (suicide survivors) left to grieve the loss. Appropriate support and guidance immediately following the suicide death of a coworker will assist individuals through the normal grieving process and avoid suppressed emotions that may lead to personal and departmental dysfunction. 
earthly existence and a representation of humans ' finite ability to control their own destinies. Death represents the vulnerability of the human condition. Humans are unique in the sense that they have foreknowledge of death (Toynbee). Although death has always been a companion in life, when it impacts individuals on a personal level, the physical and psychological implications are substantial.
In her 1969 seminal work on death and dying, KublerRoss poignantly described the stages of an individual's personal struggle after realizing one's own mortality. Through her close contact with dying clients, KublerRoss was one of the first to clinically describe clients ' reactions to the knowledge of impending death. Although not always linear, clients move through stages of denial, anger, bargaining, depression, and acceptance. Family and friends may experience the same reaction to the news of terminal illness or the death of a significant other. Hsu (2002) , in describing the reaction to the suicide death of his father, believes the grief experience as suicide survivor is "rarely so clear or so simple . . . identifying stages of grief may provide a general idea of the kinds of patterns we might undergo, but our actual day-to-day experience can be volatile and erratic" (p. 26). The Book of Common Prayer (1990) of the Episcopalian Church states, "In the midst of life we are in death" (p. 484). Therefore, where life exists, death is a certain, inevitable companion. However, according to Hsu, grief after suicide death is "traumatic grief ' (p. 27 ). The process is far from linear and the path is filled with unexpected twists and turns. This cycle can encompass a mingling of emotions with both good and bad days.
Individuals die from disease, illness, and other natural causes. Accidents and natural disasters extinguish life; death occurs as a result of the actions of others. To some, death is a thief, robbing others of their existence and future potential. To others, it is welcomed as an escape from almost unbearable circumstances or it is viewed as a transition to other possibilities. In nature, death is part of a cycle giving rise to rebirth at the beginning of a new season. Humans reconcile themselves to death in many ways (Toynbee, 1968) . They see death as an extension of life and an opportunity for eternal peace and tranquility. Others view death as the end of existence. Regardless of an individual's personal meaning of death, there is certainty that death is by no means a stranger, but waits in the periphery of life.
The 
SUICIDE AND ITS IMPACT
Although facing death is a definitive possibility during the course of living, suicide is a unique form of dying and has impacted individuals throughout history. Minois (1999) chronicled the history of suicide from the Middle Ages through the present time. The impact of suicide reaches far beyond the victim and present time, carrying a legacy spanning generations and countless lives. Suicide permeates the personal, social, and spiritual fi-
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ber of human existence. Throughout history, suicide has carried with it a status of martyrdom or stigma. Under certain conditions, suicide was viewed as honorable during war as an alternative to capture or as self-punishment for bringing dishonor to the family. Later, religious orders outlawed self-death, punished the surviving family, forfeited victims' possessions, and denied a religious burial. Today, suicide is associated with mental illnesses (i.e., depression, anxiety, schizophrenia, and substance abuse). Although stigmatized, suicide is viewed by most health care professionals as a preventable phenomenon with the correct screening and treatment.
In 2004, the overall rate for suicide deaths was 10.9 per 100,000, accounting for 32,439 annually (CDC, 2008) . Suicide is the third leading cause of death for individuals between 15 and 24 years of age and in children between 10 and 14 years of age. Colt (1991) contends such government-certified statistics may be lower than the actual numbers because family members often wish to conceal evidence of suicide to qualify for insurance benefits or escape the stigma and shame of a suicide death. From the U.S. Youth Risk Behavior Surveillance survey data collected between February and December 2003, 8.5% of youth reported attempting suicide during the 12-month period preceding the survey (Grunbaum et al., 2003) . Because it is well established through government-sponsored studies that suicide is a serious issue in society, researchers from many disciplines have addressed this topic. It has drawn the attention of professionals in the areas of medicine, nursing, psychiatry, sociology, and psychology (Ladely & Puskar, 1994; Mazza & Reynolds, 1998; Melhem et al., 2003; Mitchell, Gale, Garand, & Wesner, 2003; Resnick et al., 1997; Seguin, Lesage, & Kiely, 1995; Smyth & Maclachlan, 2004) .
At the moment a suicide death occurs, the individual (suicide completer) becomes another statistic, but the impact of suicide has more far-reaching implications that cannot be understood through statistical analysis alone. According to the American Association of Suicidology (1997), for every completed suicide, as many as six close family members and friends (suicide survivors) are left to cope with this devastating loss. Given this estimation, as many as 180,000 individuals annually suffer from the loss of another to suicide. Knieper (1999) argues between 6 and 28 individuals are directly affected by each completed suicide and the number of survivors grows exponentially. Toynbee (1968) stated, "There are two parties to the suffering that death inflicts; and in the apportionment of suffering, the survivor takes the brunt" (p. 271). Although suffering as a result of the death of another is painful, loss by suicide creates a legacy, as each person must reconcile what it means to be a suicide survivor. The pain, caused by another, is genuine and many times comes without warning.
SUICIDE SURVIVORSHIP
"Pain by proxy" is part of survivorship. Survivorship in its generic form can be described as a dynamic process experienced by individuals after an event or circumstance where they continue to live on or despite the pre-ceding conditions (Merriam-Webster Dictionary, 1997; Webster's New World Dictionary, 1978) . The concept of survivorship, the state of being a survivor, has been of interest to both researchers and practitioners, representing a full range of social, psychological, and health care disciplines. Suicide survivorship has long been viewed as a problematic form of bereavement, with this discussion spanning 30 years (Cain, 1972; Shneidman, 1969) . Cain (1972) was one of the first to identify the impact of suicide on others. He identified an historical legacy of stigmatization, social isolation, and spiritual unrest. As a result of his work, suicide survivorship has come to represent an experience that reaches beyond the boundaries of one individual or the present time. Jamison (1999) refers to survivorship after the loss of a loved one as "a half-stitched scar" (p. 290). Such a scar has the potential to reopen at anytime because it has not fully healed. Expanding on the analogy, a scar represents a place of previous injury. It is vulnerable to reinjury because of the weakness at the injury site. Although it has been stitched, the scar can reopen, subjecting the organism to increased risk of disease and infection. The area where the scar is located is never the same; both appearance and function are compromised. The area may remain closed, but is at risk for future complications. Suicide survivorship is much like this half-stitched scar, able to function under the present circumstances, but knowing that full closure has yet to occur as evidenced by the physical and emotional scarring.
Durkheim (1951) was one of the first to describe the interconnection between suicide and social structure. Early advances in understanding suicide from a sociological perspective came from his statistical analysis of suicide. Much of his early work was devoted to suicide as a phenomenon with extra-social components (e.g., mental alienation, racial characteristics, and suicide imitation). This sociological study cannot be explained by focusing on individuals. Rather, Durkheim asserted that the suicide rate is a distinct phenomenon related to social context. Individuals view the act of suicide from many perspectives. The cultural interpretation of suicide is a critical factor in the outcome of the event. Individuals function in a social context; therefore, the social interpretation of suicide directly impacts individuals' adaptation.
The literature addresses the concept of suicide survivorship and the impact of suicide on physical, psychological, social, and spiritual functioning (Brent, Moritz, Bridge, Perper, & Canobbio, 1996; Dunn & Morrish-Vidners, 1987-88; Dyregrov, Nordanger, & Dyregrov, 2003; Grad, Clark, Dyregrov, & Andriessen, 2004; Krysinska, 2003; Mitchell et aI., 2003; Nelson & Frantz, 1996; Valente, 2003) . Some authors have tried to convey such an experience from a deep, personal perspective (Bolton, 1998; Diedrich & Warelow, 2002; . No matter the context, suicide survivorship has been linked to bereavement (Jordan, 2001; Knieper, 1999; Ness & Pfeffer, 1990; Reed, 1998; Thompson & Range, 1992-93) . Bereavement after suicide is described as unusually severe or in some ways different from the "normal" sequelae of bereavement. Administration, managerial colleagues, clergy, oc-NOVEMBER 2008, VOL. 56, NO. 11 cupational health professionals, and employee assistance providers can play pivotal roles in a favorable outcome.
COWORKERS AS SUICIDE SURVIVORS
Although coworkers are not considered as close to the deceased as family and friends, the news of a suicide death can be just as devastating. As a group, health care workers may spend as many as 8 to 12 hours a day working in close proximity. They face many challenges as a unit; personal and professional relationships grow from such contact. Many of the staff members may work together for years and they learn to meet the needs of their clients using a team approach. Through it all, they begin to know each other on a more personal and humanistic level. It is for these reasons the suicide death of a coworker has devastating consequences for individual employees, as well as the hospital department. It is the responsibility of the nurse manager to address their grief, maintain employees' health, and guide employees through the grieving process to prevent disruptions in the department. This task requires a group effort through the leadership of the nurse manager and assistance from the occupational health nurse to assemble the resources (i.e., Employee Assistance Program) for the staff through this time of crisis. 
SURVIVOR REACTION

Ms. Ridenour walked briskly to her office, hoping to avoid meeting a staff member in the hallway. Her facial expression, along with the tears, was a clear indication of the emotional impact from the tragic event that had trans-
Employee Reaction
The unexpected death of a coworker is fraught with shock and disbelief, with unanticipated grief and bereavement to follow. This is especially true when a coworker completes suicide. Grief can leave employees and the entire health care facility vulnerable long after the event.
The death may bring a period of disruption in "structure, function, and reorganization" of those experiencing the acute loss (DeRanieri, Clements, & Henry, 2002, p. 31 Anxiety and guilt are common emotions for staff after hearing a coworker has died from suicide. The event has been described by coworkers as the same emotional burden experienced after the death of a family member (Mericle, 1993) . However, unlike the death of a family member, coworkers are not granted time off for grieving and bereavement. Work at the health care facility continues with subtle reminders of the deceased. Employees may assist the family in collecting the deceased employee's workplace personal belongings. In some instances, employees may experience a suppressed or delayed response to the coworker's death. Employees may feel they do not have the right to grieve because of the nature of their relationship to the deceased. In addition, employees may fear disciplinary action if productivity is compromised (Clements, DeRanieri, Fay-Hillier, & Henry, 2(03). Delayed grief reactions or suppression can be destructive and disruptive when handled improperly or ignored (Bendersky-Sacks, Clements, DeRanieri, KlinckKrentel, & Fay-Hillier, 2000; Denenberg & Braverman, 1999) . The relationships between the deceased and coworkers directly affect survivors' patterns of response. Unanticipated reminders of the deceased through unit activities such as lunch, meetings, and carpooling contribute to the coworkers' response pattern and ability to cope (DeRanieri et al., 2(02).
Needs of the Employee
The needs of employees after the suicide death of a coworker vary depending on several factors. Grief patterns vary depending on individual life experiences, coping skills, relationship to the deceased, nature and circumstances of death, and cultural beliefs about death (DeRanieri et al., 2(02). The work of active mourning is a process made unique by the aforementioned features (Clements, DeRanieri, Virgil, & Benasutti, 2(04). It is critical for the occupational health nurse to consider this variability when developing a plan to care for staff members after a suicide death. Understanding the simultaneous role of the deceased as professional and person is essential in facilitating individual and group bereavement . Uncomplicated grief can be better achieved when the occupational health nurse recognizes individual cultural beliefs and practices to address emotions related to the suicidal death.
NURSE MANAGER REACTION
Ms Employees look to management to set the tone in response to a tragic event. While respecting the wishes of the family to provide information to coworkers, the nurse manager should know and understand hospital policies and procedures associated with employee information. Initiating procedures for the collection of facility keys, name tags, and other hospital property is necessary to protect the integrity of the facility. The occupational health nurse can be supportive to nurse managers as they perform these duties. The level of empathy expressed by the occupational health nurse, other administrators, and employees is an indication of how much the facility values employees as professionals and individuals. It is the job of the nurse manager to see that an empathic response is properly conveyed. In addition, the nurse manager is the role model and the official department representative of the institution when offering condolences to the grieving family.
Another critical point to consider is whether the lethal method of suicide is connected to the nursing department. When the suicide method is a drug overdose, the nurse manager and occupational health nurse should evaluate existing safeguards, policies, and procedures to identify possible procedural flaws. A chart audit for signs of employee substance abuse or client errors may be warranted. Risk management should be aware of the potential for these events, and the occupational health nurse can be available to work with staff as a supportive force.
The needs of nurse managers when a coworker dies are multidimensional. Nurse managers represent the facility as a whole and are in the position to keep administration informed about the health and well-being of individuals affected by the event, as well as its impact on the function of the unit. To successfully meet this expectation, nurse managers must first care for their own physical and emotional needs before attempting to care for unit staff members. The death of a coworker carries with it an acute reaction that requires special coping strategies to successfully move through the grieving process. For example, coworkers may feel a heightened sense of responsibility for the suicide victim because they spent 8 to 12 hours a day together in the work environment. They may feel that the suicide could have been prevented if they had taken action. The occupational health nurse is prepared to provide nurse managers support as they acknowledge their own grief, as well as the grief of coworkers.
THE HEALING PROCESS AND THE OCCUPATIONAL HEALTH NURSE
Understanding the Pain
The cultural climate of the United States changes at a rapid pace. Although cultural groups are not entirely homogeneous in their reaction to a suicide death, rituals, customs, and beliefs play a critical role in the bereavement experience of individuals. The occupational health nurse's understanding and recognition of the personal response to suicide or death of each staff member can facilitate the grieving process. For example, the manner of death and individual, family, and cultural beliefs can impact the duration, frequency, and intensity of the grief process (Bolton, 1998; Mericle, 1993; Vigil & Clements, 2003) . This can be especially true when a coworker completes suicide.
Suicide holds significant meaning in the lives of individuals. Throughout history, dating back to antiquity, suicide has held a stigma for survivors. In a study of the experiences of 35 adult suicide survivors, 26% reported at least one experience of perceived stigmatization (Van Dongen, 1993) . The majority of participants reported uncertainty in themselves and how they should behave as a suicide survivor. Such ambivalence can lead to a disruption in social interaction as suicide survivors feel unsure about their responses to others. When working with staff members facing the realization of suicide of a colleague, such ambivalence can easily translate into the suppression of feelings or uncertainty about how to support the family of the suicide victim or how to handle their own feelings. The occupational health nurse can assist employees in creating a professional environment of support without actively condoning the behaviors of the deceased (e.g., encouraging and making available "community meetings" to promote the exploration of feelings about suicide and the aftereffects) (Clements et aI., 2003, p. 47) .
A more recent review of the literature supports the premise that suicide survivors continue to suffer social stigma when a significant other completes suicide (Cvinar, 2005 ). Cvinar contends suicide has a profound effect on the process of survivor bereavement and stigma is one of the "delineating factors" (p. 14). The author suggested suicide bereavement is a different type of grief, and social stigma resulting in isolation and blame can manifest itself within the context of the victim's family, as well as the victim's colleagues. Goffman (1959 Goffman ( , 1963 , a pioneer in the field of social identity and the presentation of self to others, explains social interaction through the metaphor of a theatrical performance. Such work guides the occupational health nurse toward a better understanding of the impact of social customs and personal beliefs about how suicide affects social behavior. For example, when others are aware that suicide is viewed as an unforgivable sin, the "script" when interacting with others will change to reflect such a belief. It is the responsibility of the occupational health nurse to recognize the impact of social differences and views about death by suicide, creating an environment conducive to healthy grief work for staff members.
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Responsibilities and Roles of the Occupational Health Nurse
According to the Centers for Disease Control and Prevention (CDC, 2005) , the costs of injury exert a staggering toll on the economic welfare of the nation. However, these costs are underestimated compared to the actual societal burden of injury. Suicide creates an emotional injury for the staff member. "Productivity losses, emotional toil, loss of patient and caregiver time, nonmedical expenditures, litigation, diminished quality of life, and long-term consequences (e.g., rehabilitation and mental health care costs) must be considered" (CDC, p. 3). With suicide one of the four leading causes of death among individuals between the ages of 15 and 44 years (CDC), the occupational health nurse should be prepared to address the issues of the workplace survivor. Healthy People 2010 places suicidal behavior as a priority for research, prevention, and fiscal cost analysis (CDC). Through administrative and employee cooperation, prevention is the primary objective in decreasing the suicide statistic for all ages.
If employee suicide has not been an issue thus far, now is the time to take the opportunity to establish a preventive initiative or a plan for supportive care if the need arises. The first step in helping departments cope with employee suicide should come prior to the event. The occupational health nurse must be proactive, educating unit staff about what constitutes a psychiatric emergency. Suicide, homicide, psychosis, mania, and depression fall into this category. Policies should be in place to address these issues and should include updated referral sources. Regular contact with unit management about the psychological health of the staff and updating unit policies regularly should be a priority. The occupational health nurse can help the nurse manager stay informed about the services available through the local Employee Assistance Program. An Employee Assistance Program designed to meet the specific needs of impaired employees is a valuable component of all occupational health programs (Emener, Hutchison, & Richard, 2003) . Employee Assistance Programs are essential to counteract forces creating negative influences on employees' productivity, individually and collectively. Emener et al. suggest Employee Assistance Program professionals assist employees during times of critical incidents such as psychological trauma. A proactive approach places many of the resources within easy reach when the need arises. The occupational health nurse can provide education for administration and nurse managers on a wide variety of services available for those who may suffer a life-altering event. Such education should include information about psychological services available in the surrounding area.
Prevention involves equipping nurse managers with assessment skills to evaluate employees' vulnerability and their risk for suicidal behavior. For example, although women report attempting suicide three times more often than men, males are four times more likely to die from suicide, because 60% of male suicide deaths are caused by firearms (Anderson & Smith, 2003) . Other risk factors include previous suicide attempts, a history of mental ill- ness or alcohol and substance abuse, expressed feelings of hopelessness or isolation, and impulsive or aggressive behaviors. The occupational health nurse can assist the nurse manager in making appropriate employee referrals when mental health services are inadequate or there is unwillingness on the part of the employee to seek help because of stigmatization. Recent financial, social, occupational , or relational loss and physical illness can be risk factors for suicidal behaviors . In addition, cultural beliefs about suicide as a noble act and easy access to lethal methods make individuals more vulnerable. Assisting the nurse manager in reviewing policies related to drug counts and distribution is another possible occupational health nursing task. Finally, local epidemics of suicidal behaviors place others at risk; therefore, providing the needed support is critical to prevent further occurrences.
Identifying risk and protective factors is primary in addressing employee suicide and assessing vulnerable populations. According to the CDC (2005), mental health status, alcohol and drug use, geographic mobility, physical illness, exposure to suicidal behaviors, hopelessness, impulsiveness, and help-seeking behaviors influence an individual's decision to end one's life. The occupational health nurse can educate nurse managers and coworkers on how to identify these factors to prevent suicide and suicide contagion. Although providing nurse managers and employees with information about risk factors is critical, it also paves the way to identify several protective factors that buffer individuals from selecting suicide as an alternative coping mechanism (U.S. Department of Health and Human Services , 1999).
The number one protective factor against suicide is easy and effective access to care for mental, physical, and substance abuse disorders (U.S. Department of Health and Human Services, 1999) . When employees feel they have access to clinical interventions without risk of judgment or prejudice, they are more likely to seek services before 464 issues escalate out of control. Such support equates to ongoing support from health care professionals concerned with the immediate care of the employee. Protective factors can easily be incorporated into the unit environment through routine activities such as providing education on resource availability, along with opportunities to improve skills in conflict resolution, problem solving, and nonviolent alternatives to handling disputes. Today's contemporary workplace concerns call for action including all aspects of employee care and work force retention. For example, employers should offer services to employees that represent a holistic approach to meeting the needs of individual employees. Services such as information and referrals for psychiatric needs and substance abuse could help with employee retention and work performance.
Occupational health nurses are invaluable resources during employee crises, because they can provide a supportive environment. Occupational health nurses can acknowledge that suicide is a genuine employee crisis equal to any physical illness experienced by an employee. Holding regular in-services for administration and nurse managers about types of psychiatric emergencies and the importance of immediate care is part of a comprehensive occupational health program . The occupational health nurse can begin to develop trusting relationships with nurse managers by spending time with them to evaluate their personal responses to suicide. The Figure shows the relationship among the nurse manager, the deceased's family, and coworkers; the occupational health nurse is in the position to bridge the resource gap during a time of personal and departmental crisis. In addition, the occupational health nurse can work with the nurse manager to anticipate the staff's response in hopes of strategically gathering resources to meet the needs of the suicide victim's coworkers.
POSTVENTION
Suicide of a coworker is a crisis requiring intervention to return individuals and the group to their pre-crisis state. According to the suicide literature, such intervention for suicide survivors is referred to as postvention. Shneidman (2001) acknowledges such intervention encourages the suicide survivor to work through feelings of guilt, anger, shame, and bewilderment. The occupational health nurse bears the responsibility for seeing that nurse managers and coworkers have the resources necessary to grieve the loss of "one of their own."
Support and Education
When a coworker suicide occurs, the occupational health nurse should make contact with nurse managers as soon as possible . They need immediate support and help understanding the specialized needs of the unit staff. Providing assistance in planning to inform the staff and other coworkers about the suicide is another occupational health nurse task. Clergy and counseling support at the staff meeting can provide for the existing needs of coworkers. The occupational health nurse should be a visible presence for coworkers , both physically by making routine visits to the unit and through postings of services The occupational health nurse can hold survivor support meetings to provide the opportunity for coworkers to receive psychoeducation and validation of feelings. Group meetings can create a sense of unity and discourage isolation during the grieving process. These meetings also allow employees time to mourn their loss. Psychoeducation includes information about typical grief responses, as well as the warning signs of maladaptive grief (Clements et aI., 2003) . Rando (1996) stated that complicated grief occurs when there is a compromise, exaggeration, or breakdown in what is referred to as the "six Rs" of mourning:
• Recognition of loss.
• Reaction to separation.
• Recollection of the deceased.
• Relinquishment of old attachments.
• Readjustment into a world without forgetting.
• Reinvestment in the future.
Acknowledging that coworkers' feelings associated with the suicide are painful and genuine can help them understand the pain by proxy concept and how it may manifest itself through physical, emotional, and spiritual means. Minimizing the pain only counteracts the grieving process, resulting in maladaptive grieving.
Acknowledge the Feelings
Suicide survivor feelings often include anger, guilt, fear, and bewilderment. Many times, the survivor will focus on what might have been done to prevent the suicide. Acknowledging that coworkers' feelings and emotions are normal is essential, but the focus should be on the work of healing rather than past regrets. Suicide survivors place themselves in a position of power as they try NOVEMBER 2008, VOL. 56, NO. 11 to take responsibility for the victim's actions. Downplaying how the victim died and focusing on the life of the individual can help survivors understand that grieving is normal and they are not responsible for the actions of others.
Allowing coworkers to express their grief in ways comfortable for them is another essential part of bereavement, but lack of overt emotion does not necessarily equate with dysfunctional grief. By providing an Employee Assistance Program and recognizing grief recovery has no set time limits, the occupational health nurse can encourage grieving coworkers to move at their own pace through the process. Some may feel the desire to make changes in living or work environments as a way to heal from the emotional pain. The occupational health nurse should be prepared to actively listen and make appropriate referrals when coworkers exhibit signs of maladaptive grief such as suicidal thoughts, unresolved depression, nightmares, and obsessive thoughts about the deceased. Staff may be resistant to help, especially if they feel such services hold little value for them.
SUICIDE SURVIVOR RESOURCES
The Table offers the occupational health nurse a variety of online resources to assist in the development of suicide prevention and postvention initiatives. Many of the sites provide a link to survivor support group directories with access to groups in local areas. Educational materials can also be obtained free of charge or for a nominal fee. With research an essential element in understanding the impact of suicide on friends of victims' families, organizations such as the National Institute of Mental Health conduct studies as well as offer grants for worthy research endeavors. In addition, scholarships are available for occupational health nurses interested in developing programs related to suicide prevention and 
1
The suicide of a coworkercan be a devastating eventfor the health care professional. The suicide death is a psychiatricemergency for colleaguesand coworkers left to grievethe loss.
2
The occupational health nurse is in the position to assist and collaborate with the nurse manager to help coworkers through the grievingprocess.
3
The occupational health nurse should anticipate the need for services after the suicide death of a coworkerand be ready to address issues associated with the psychological trauma of such an event.
postvention education. Organizations such as the Suicide Prevention Action Network USA influence public policy related to suicide. These available online resources may prove valuable to occupational health nurses willing to advance their understanding of suicide and its impact on coworker survivors.
CONCLUSION
The death of a coworker is a consequential event for individual coworkers and the facility department. Humans are interrelated and this is no better illustrated than within the health care team. Instability and loss of homeostasis threatens to upset the delicate balance of any unit or facility. The occupational health nurse can be the guiding force for first-line nurse managers and surviving coworkers after a suicide death.
Preparation for such an event begins with recognition that suicide is indeed a genuine health emergency and requires the same planning as for any other safetyrelated issue of interest to the occupational health nurse. Staff education and the availability of resources for employees through Employee Assistance Programs can prevent suicide, as well as set the stage for the mobilization of resources if a suicide death occurs. Because the issue of suicide is often taboo and tends to be avoided, the occupational health nurse has the responsibility to recognize its existence as a legitimate health concern for both potential victims and suicide survivors. 
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